practice) as the standard. The first cycle of the audit was conducted in November 2018 and operative notes of 75 cases were consecutively assessed by the authors using the RCSE good surgical practice guidelines. The variables analysed were: 1) Date and time 2) Elective/emergency procedure 3) Names of the operating surgeon and assistant 4) Name of the theatre anaesthetist 5) Operative procedure carried out 6) Incision 7) Operative diagnosis 8) Operative findings 9) Any problems/complications 10) Any extra procedure performed and the reason why it was performed 11) Details of tissue removed, added or altered 12) Details of closure technique 13) Anticipated blood loss 14) Detailed postoperative care instructions 15) Signature A checklist was formulated for data collection to ensure that all the components of the data were properly collected. Each component was checked as 'present or not indicated' or 'absent or not indicated' and the analysis at the end of each loop of the audit was presented as a proportion or frequency of the total number of operative notes. Following this, the analysis of the data from the first loop was done and the areas which were deficient were identified. The surgeons in the unit were then made aware about this analysis. They were reemphasised about the guidelines provided by RCSE and also about the importance of proper documentation of the operative notes. Following this, the second loop of the audit was conducted in April 2019. Again, the operative notes of 75 cases were assessed. A significant improvement in the quality of the operative notes could be appreciated at the end of the second loop.
RESULTS
The analysis at the end of the first loop of the audit showed that among all the documented variables, the blood loss (2.66%) and the reason why any extra was done (if any extra procedure was done) were the least documented. The post-operative instructions were the best documented (100%).
In the second loop of the audit, it was found that excluding blood loss (86.66%), all other components had over 96% of documentation, with many components having 100% in documentation.
In our audit we found that there were extra complications which were encountered in 20 cases in the first loop but only 6 of these were documented (giving 33.33%). Subsequently in the second loop 22 cases had extra complications and 21 of these were documented (95.45%). Similarly, in the first loop of the audit, it was found that extra procedures were done in 23 cases but only 10 of these were documented (95.45%). In the second loop, extra procedures were done in 24 cases and 23 of these were documented (95.83%). 
DISCUSSION
The quality of operative notes is of paramount importance to understand what has happened inside the operation theatre. They form an important part of patients case notes and hence the must be complete and legible. 5 Several previous studies have assessed the quality of operative notes, and all these studies, in their initial assessment have found that neither RCSE guidelines nor the respective sub-speciality association guidelines were fully followed properly. [5] [6] [7] This is similar to what we found after our initial audit and served as the reason for implementing a change in our practice.
There is enough evidence to say that electronic documentation of operative notes (either printed and placed in the patients' case notes, and/or stored in an operative note database) can be considered as gold standard and that, it is better than handwritten notes. 5 However, for many hospitals, electronic documentation of operative notes and the option of a computer based operative notes system is still unfeasible. Various factors like cost, staff training, on-going maintenance can limit the usage of electronic documentation to only certain hospitals.
Although there is no standard method which can help in producing a flawless documentation, several previous analyses have described methods aimed at improving the quality of paper based operative notes. They include an aide-memoire sheet placed on the operation sheet, a poster in theatre, surgeon education and an operative checklist, or an operative note pro forma sheet; all have been shown to be effective. [5] [6] [7] [8] In our surgical unit after the first loop of the audit, the surgeons were made aware of the existing standards of practice and the deficiencies found in the collected data.
They were educated about the standard RCSE guidelines and the areas which could be improved were also made apparent to them. This led to an increase in the standard of the documentation of operative notes, as observed in the second loop of the audit. The main reason why many components were not documented initially was the lack of awareness about the various components which have to be documented in the operative notes. When this lacuna was addressed, we could observe a good improvement in the quality of documentations. Many components improved to a 100% in the re-audit indicating that the awareness created by clinical audits can make a marked improvement in the surgical practice.
CONCLUSION
An awareness and improvement in the knowledge about the key areas in documentation of the operative notes could be seen by the end of this clinical audit.
Regular closed-loop audits should be performed to further improve the standard and to ensure the maintenance of the existing standard of the operative notes.
Teaching sessions must be conducted on how to write standard operative records and this must be included in the curriculum of the training programs.
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